We linked data from the National Longitudinal Mortality Study to census tract information on 239,187 persons to assess 11-year mortality risk among black and white men and women associated with median census tract income, adjusted for indi? vidual family income from the Current Population Survey. We stratified Cox proportional hazards models by ages 25-64 years and 65 years and older. We used a robust covariance matrix to obtain standard errors for the model coefficients that account for correlation among individuals in the same census tract. Both income indicators were independently related to allcause mortality. Among persons age 25-64 years, the rate ratios (RR) for individual family income and the median census tract income, respectively, for low income relative to high income were RR = 2.10 vs 1.49 for black men, RR = 2.03 vs 1.26 for white men; and RR = 1.92 vs 1.30 for black women and RR = 1.61 vs 1.16 for white women. Among persons age 65 years or greater, only individual family income was associ? ated with mortality, and only for white men. Although family income has a stronger association with mortality than census tract, our results indicate that, more broadly, area socioeco? nomic status makes a unique and substantial contribution to mortality and should be explored in health policy and disease prevention research. (Epidemiology 1997;8:42-47) Keywords: socioeconomic status, environment, mortality rate, the National Longitudinal Mortality Study, age, gender.
Thus, whether an individual engages in specific health risk behaviors (for example, high-risk diets and tobacco and alcohol consumption), is exposed to social stress, or is isolated from preventive medical care may be conditioned upon social and community contexts,17,18 not just the social position of individuals.
Few studies have inciuded both kinds of SES indica? tors in their analyses. 16, 19, 20 Only one of these has exam? ined mortality as an outcome. 16 
SES Indicators

For this study, we chose family income as the indicator of an individual's SES, as it reflects financially deter? mined opportunities for adequate housing, nutrition, and medical care. We chose median family income for census tracts as an analogous indicator of SES exposures to explore contextual effects not attributable to individ? ual income.
In the CPS, family income (CPS income) is the reported total combined income of all members of the respondent's family residing in the household. Since the samples were drawn across a period of 7 years, we ad? justed reported income to 1980 dollars by using the consumer price index. We divided CPS family income into the following categories based on the groupings stated in the CPS interview: low (<$ 10,000), middle ($10,000 to $25,000), and high (>$25,000). 
For levels of median census tract income (CT income), we located the cutpoints that yielded distributions similar to that of CPS income in white men
Statistical Methods
We calculated death rates by income level for each age, race, and sex grouping by dividing the number of deaths by the number of person-years during the same time period. A person contributed 1 person-year if he or she was alive at the beginning of the period and followed for 1 year; otherwise, the fraction of time alive in the year is contributed. We standardized for age,29 using weights determined from the U.S. Bureau of Census for 1980 (see Appendix l). 30 We estimated relative mortality rates using the Cox proportional hazards model. 31 We saw no serious viola- 
Income and Mortality
A total of 24,508 deaths were identified in the 11-year NDI follow-up period across the age and race groups studied. Tables 2 and 3 
present the age-adjusted mortal?
ity rates for men and women, for two age groups (25-64 years and 65 years and older), and for two race groups (white and black). The characteristic income gradients of mortality are evident for all age, race, and gender groups, both for CPS income and CT income (with the exception of black women 65 years and older). As shown in Table 2 , the mortality rates for low CPS income are appreciably larger than those for low CT income for both white and black men age 25-64 years (889 vs 662, and 1,263 vs 985, respectively).
Among women (Table  3) , there is a similar pattern, although the absolute difference between rates is smaller in magnitude. higher mortality than those residing in areas with higher SES. The respective mortality rates for white men and women residing in low-income areas were 26% and 16% larger than among those residing in high-income areas.
Tables 4 and 5 present age-adjusted proportional haz? ards model estimates of rate ratios (RR) for low income relative to high income, and 95% confidence intervals (CI) for CPS and CT income. For each race and sex group, the effect of CPS income level is altered only trivially when adjustment is made for median CT in? come. Among persons 25-64 years of age, the mortality ratios for persons with low CPS income
Adjustment for residence in central city vs non-central city (results not shown) did not appreciably alter the general pattern of results presented here.
There is other evidence that SES pathways to health risk go beyond in? dividuals and involve their communi? ties. In a study of mortality rates in Harlem, in New York City, the ageadjusted all-cause rate of mortality was 50% higher than that of U.S. blacks. 40 It was hypothesized that much of this for whites, and RR = 1.49 for blacks. The estimated ratios for white women and black women are RR =1. 16 39 Our analyses found that, although the magnitude of the relative risk for low CPS in? come was similar for black men and white men (2.03 vs 2.10), the risk associated with CT income was higher in black men than white men. This result appears to support the findings of Massey and Fong45 that low-status blacks may experience qualitatively inferior residential en? vironments compared with low-sta? tus whites.
A limitation of the data used to link census tract information to the NLMS for persons was an overselection of res? idents in urban areas that underwent little population change between 1970 and 1980. Despite this shortcoming, the distribution of sociodemographic status shown was highly similar be? tween NLMS samples matched and unmatched to census tracts. Furthermore, we note that the mortality risks obtained by individual family income are very similar to those reported in the literature for general population samples and to estimates based on the complete NLMS sample reported else? where.2,22 In a series of additional anal? yses (not shown), sample match status (match vs nonmatch) was not strongly associated with all-cause mortality risk in our sample. Another potential lim? itation is that we could not study the pathways that presumably affect mor? tality. It is possible that risks that op? erate entirely independent of area acteristics such as an area's economic profile and average educational attainment predict declines in ischemic heart disease mortality. In the only study of mortality considering both area and individual SES data, Haan characteristics were nonetheless clustered within lowincome census tracts. In such a diverse sample of tracts studied, such an occurrence probably would not be sys? tematic.
